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BLIND REHABILITATION OUTPATIENT SPECIALIST PROGRAM PROCE DURES
1. PURPOSE

The purpose of this document is to provide guidelines and procedures for Department of
Veterans Affairs (VA) management and blind rehabilitation personnel twfo#garding the
Blind Rehabilitation Outpatient Specialist (BROS) Program.

2. BACKGROUND

a. VA has been committed to providing comprehensive rehabilitation servicaseticA’'s
blinded veterans since the late 1940’s and has been an international leader in thiatieimadil
the blind. The model that was established at that time, a regionally based BlindiR¢ibabi
Center (BRC) designed to restore the twenty identified losses asdoeidte¢he handicap of
blindness, continues to provide the highest quality of care available. While VA hamiedrto
expand its’ inpatient programs in order to meet the “total rehabilitation” neddisidéd
veterans, current “specific’ demands being created by an aging vetguaatipm have
prompted Blind Rehabilitation Service to re-evaluate its service deliystgm.

b. VAs currently experiencing a rise in the number of veterans beingegkte the nine
regional inpatient programs. A review of BRC statistics show that theeew@15 applications
for training in fiscal year (FY) 1998, which represents a 6.5 percent indreas€Y 1996.

c. A study conducted by Gregory L. Goodrich, Ph.D., entitled Growth in a Shrinking
Population: Visual Impairment in the Veteran Population 1995 — 2&tidnateshat the
incidence of blindness and severe visual impairment within the veteran population wil
dramatically increase during the years 1995 to 2010 due to age related caugak. Vis
Impairment Service Team (VIST) rosters are already réfigthis increase as annual narrative
statistics for FY 1998 indicate that there are 33,528 blinded veterans nationwideesbtopa
29,383 in FY 1996. It is notable that 44 percent of the national VIST roster is comprised of
veterans age 75 or older compared to 38 percent in FY 1996. Furthermore, 73 percent are over
the age of 65 compared to 70 percent in FY 1996.

d. As veterans continue to age, it is not only expected that the number of blinded veterans
will increase but that the number possessing multiple health factors thatcamgieir blind
rehabilitation needs will also increase. In order to meet the specialafdddsincreasingly
geriatric, blinded veteran population, Blind Rehabilitation Service has s$iathla new service
delivery model in the form of an outpatient rehabilitation training program. Tbgsdm serves
as a major enhancement in rehabilitation for blinded veterans as it is designadde pr
community reintegration process through a continuum of care by:

(1) Conducting blind rehabilitaticassessments of blinded veterans being considered for
blind rehabilitation training.

(2) Providing pre-BRC and post-BRC training in the veteran’s home environment and/or
local VA facility.
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(3) Providing local blind rehabilitation training to meet the limited needs ofaretevho are
not candidates for the comprehensive BRC Program.

e. Within this framework, the BROS Program is able to extend the services proyiged b
BRC to the blinded veteran’s home environment resulting in a supeiaity of rehabilitation.
The BROS Program should be cost-effective by reducing the length dbstasterans
attending inpatient programs, and by obviating the need for inpatient training fediivated
veterans who have limited rehabilitation needs which may be met through tiaitiveg local
environment. These program services should result in a shorter waiting timeefange
applying for participation in the inpatient program.

f. This newly created outpatient program is administered by a multi-skilteex@erienced
blind rehabilitation specialist (instructor). In order to prepare the sptd@lithis new
responsibility, comprehensive cross-training in each blind rehabilitatiomplchgcwill be
provided at one or more of the inpatient BRCs. It is expected that the instructoawela basic
working knowledge in all of the blind rehabilitation skill areas @gldganced technical
knowledge and competencies in at least two of the following disciplines: oioendaid
mobility, living skills, visual skills, and manual skills. The instructor is known aR@®and is
expected to work independently while conducting assessments and training at thiélocal
facility to which the instructor is assigned or in the veteran’s home environment

g. BROS sites were initially selected based on a variety of factorgjiimg: local
management’s willingness to support a new program; VIST activity &dhéfacility; and the
rate of VIST Coordinator referrals to BRCs. Once these sites werdigtntiational
recruitment commenced and a BROS was subsequently placed at each sé\detatity/

3. SCOPE

a. Inthe BROS model, blinded veterans are provided with rehabilitation sehrimagh
local assessment and training which should either decrease the time needeéssfidic
complete an inpatient rehabilitation program, obviate the need for the inpatienthprograeet
the needs of those veterans who are unable to participate in an inpatient reseteattifitation
program.

b. The scope of the BROS Program includes:

(1) Assessment. Assessment provides blind rehabilitatessessments on those veterans
identified by the VIST as needing blind rehabilitation training.

(2) Pre-BRC Training. Pre-BRC training provides basic skill instruction that help address a
veteran’s immediate needs, including any safety issues. This training shqupadpre the
veteran for a positive and productive learning experience when the veterals #tie residential
training program. Pre-BRC training may reduce the inpatient training timeswalt in obviating
the need for admission to the inpatient program.



February 16, 2000 VHA HANDBOOK 1174.1

(3) Post-BRC Training. Post-BRC training provides advanced instruction and follow-up
services to veterans discharged from a BRC Program. This helps ensuxgdlcttctresults are
being met and will allow for a smooth transition back to the community.

(4) Local Training of Non-BRC Candidates. Local training of non-BRC candidates
provides limitedraining to veterans who are unable to participate in a BRC Program betause
severe physical limitations, cognitive impairment, or other extenuatiognestances.

Instruction assists the veteran in reaching a maximum level of independenderi to
overcome the handicap of blindness. Assessment includes determining theés/atsdrior
adaptive aids related to the veteran’s sight loss. Training includes teachingeatiegbiniques
and the proper usage of any recommended equipment.

(5) Prosthetic Issuance.Recommending adaptive devices based on justification of need and
the ability of the blinded veteran to effectively utilize the device followianping.

(6) Case Management.The VIST Coordinator is the case manager, who has overall
responsibility for coordinating services for each eligible blinded vetamesiled in the local
VIST Program. The BROS is responsible for administering and coordinaticijspénd
rehabilitation training activities, both VA and non-VA, for veterans partirigah the BROS
Program.

(7) Communication. Maintaining open lines of communication with VIST Coordinators,
BRC staff, and the VHA Headquarters management staff ensures prolgjestives are being
met.

4. GOALS
The BROS Program goals are to:

a. Provide a continuum of care for blinded veterans that extends from their home
environment to the local VA facility and the regionally based inpatient tigaimogram.

b. Provide high quality care in a timely, appropriate and cost-effective manner.

c. Provide a consumer based environment in which veterans will be empowered with the
ability to incorporate newly acquired skills into their life activities.

d. Be a state-of-the-art model for outpatient blind rehabilitation services.
5. PROGRAM OBJECTIVES
The BROS Program objectives are to:
a. Offer a Continuum of Care. Offering a Continuum of Care means providing a

rehabilitation model that allows a veteran to effectiveypsfer skills learned at the residential
blind rehabilitation center and/or VA facility back to the veteran’s home@mwient.
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b. Reduce Length of Stay at BRC The number of days required for successful completion
of an inpatient blind rehabilitation program should be reduced by providing pre-BRC
assessments and training as well as post-BRC training in the veteran'ateame

c. Increase The Number of Veterans Served at BRCBRC Programs should be able to
serve a greater number of blinded veterans due to a greater patient turnoesuiabg from
the reduced length of stay for veterans assessed and trained by a BROS.

d. Improve Timeliness of Intervention The waiting time experienced by veterans needing
blind rehabilitation will be shortened by having a BROS conduct assessmentgenprbe
BRC training in the local area.

e.Address Specific Rehabilitation Needs of Non-BRC Candidatesveterans having
physical or cognitive problems which preclude referral to a BRC, vetaraide to leave home
due to other extenuating circumstances, and veterans who have been through a BRChrbgr
need some additional training may have their limited needs met through BR@Q&trdt is
understood that a comprehensive blind rehabilitation program, as offered at a BRC, is not
achievable on an outpatient basis.

6. BROS SERVICES AUTHORIZATION

a. Blind Rehabilitation Assessment A BROS may conduct blind rehabilitatiassessments
on veterans identified by VIST as needing blind rehabilitation services. sEhssament will
include evaluations in Orientation and Mobility, Living Skills, Manual Skills, Vistkills and
(when indicated) Computer Access. The assessment forms will be mutualypeeviey the
BROS and the BRC of jurisdiction based on nationally designed blind rehabilitationrdsanda
During the evaluation, the BROS will assess each veteran’s abifideseseds for blind
rehabilitation training in addition to addressing the veteran’s goals andesador any
recommended training.

b. Instruction and Training. A BROS is authorized to provide instruction and training in all
disciplines offered within blind rehabilitation to the extent to which they have foemally
trained to provide such services. Instructors will use the latest teaching methesiat blind
rehabilitation supported with assistive training devices.

c. Prosthetic Equipment A BROS is authorized to determine the blinded veteran’s needs
for blind aids and prosthetic equipment related to sight loss. A BROS may recommend, fo
initial issuance, adaptive equipment and sensory aids for which they araldertd provide
instruction. NOTE: For example, a mobility device, other than a cane issued for identification
purposes, requires the BROS to possess a degree in Orientation & Mobiigyinitial issuance
of an adaptive aid or appliance will follow the same guidelines used by Blind Rizltialpi
Specialists at the BRC with which the BROS is affiliated. The initiakisse of an optical low
vision aid requires written concurrence from a licensed eye care practitioner.

d. Non-VA Services. Generally all assessment and training will be provided by the BROS,
but there may be situations when assessment and training beyond the BRO®gpedist is
indicated. In such situations, the BROS should analyze and assess the quality of e¢@mmuni
blind rehabilitation services for possible referral arrangements. Th&BRIOdetermine the

4
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appropriateness of referring to non-VA blind rehabilitation providers. Should contractua
services be needed in lieu of a free community resource, contracts or ageeeittequalified,
professionally certified, blind rehabilitation professionals may be indicatedtrdCtual services
should be recommended by the BROS with concurrence from the VIS Team and atitimoriz
from the local VA medical centeNOTE: Contractual services should be closely supervised
and monitored by the BROS.

7. PRIORITY OF CARE

a. Blinded Veterans Accepted for Admission to a BRC ProgramVeterans waiting for
admission to an inpatient program are a high priority of the BROS Program. Withgnadias
veterans should be prioritized for BROS assessment and training based on giatigndsies,
projected BRC admission date, vocational rehabilitation needs, distance from@% BR
potential impact on the length of stay, etc.

b. Blinded Veterans Discharged to a BROS Program from a BRC ProgramVeterans
needing post-discharge training to complete their BRC Program are a higty.pidithin this
group, veterans should be prioritized based on: projected discharge date, potentiabimtpa
length of stay, home and/or community reintegration factors, vocational or voluntseitgur
distance from the BROS, etc.

c. Non-BRC Veterans. Veterans not scheduled for participation in a BRC Program will be
provided blind rehabilitation training as the BROS workload permits.

8. ORGANIZATION AND PROGRAM RESPONSIBILITY
a. BROS TheBROS is responsible for:

(1) Conducting blind rehabilitation assessments and providing blind rehabilitaiimngrin
the local community.

(2) Recommending prosthetic equipment for veterans participating in the BRQ&m.
(3) Serving as an active member of the VIST.

(4) Serving as an extension of the BRC to which the VIST Coordinator referansgeter
comprehensive adjustment to blindness training.

b. VIST Coordinator. The VIST Coordinator is responsible for:

(1) The identification and screening of blinded veterans;
(2) Assisting eligible veterans in applying for blind rehabilitation treyni

(3) Recommending prosthetic equipment for blinded veterans who are not particip#tieg i
BROS or BRC Programs;
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(4) Coordinating non-blind rehabilitation training activities of cases ictlyractive in the BROS
Program,;

(5) Conducting education and training programs on blindness for VA staff and the antlic
(6) Coordinating the activities of the VIST.
c. BRC. The BRC isresponsibldor:

(1) Providing comprehensive training in all aspects of blind rehabilitation Atiapéatient
facility;

(2) Reviewing and approving applications for training and maintaining angéigi of
accepted applications;

(3) Coordinating the admission date, treatment planning, and post-discharige tnaih the
BROS in a timely manner;

(4) Ensuring that work accomplished by the BROS Program is not unnecedsplitated by
the BRC in order to maximize the efficient delivery of services without comiging the quality
of service delivery;

(5) Prescribing equipment for inpatients participating in the BRC prograin; a

(6) Providing cross-training and advanced training for the BROS.

d. Blind Rehabilitation Service VHA Headquarters This office is responsible for:

(1) Establishing guidelines and program policy;

(2) Establishing and directing mechanisms for monitoring program efeet¢ and
identifying problem areas;

(3) Conducting site visits in order to educate local personnel concerning the Blind
Rehabilitation Program and ensuring that adequate and appropriate servimEe@provided to
blinded veterans at the local level; and

(4) Planning national education and training conferences.

e. Prosthetic and Sensory Aids Service (P&SASIP&SAS maintains a stock of blind aids
and dispenses equipment recommended by an appropriate healthcare professionssaad aar
active member of the VIST. The VA facility housing the BRC furnishes adajiviees
recommended for all blinded veterans during inpatient rehabilitation, as viletisesveterans who
started training on a device at the BRC but completed their training under tagduita BROS.
NOTE: For example, the BRC begins training a veteran on a closed circuit television YOGTV
recommends that BROS complete the training at the veteran’s home or woikhatéA facility
providing VIST services will assume responsibility for issuing any egemprexclusively
recommended during outpatient training.

6



February 16, 2000 VHA HANDBOOK 1174.1

9. PROSTHETIC EQUIPMENT

a. Basic Eligibility. All blinded veterans with prosthetic eligibility needing aids and
appliances used by the blind are eligible for assessment and training on suek dgwc
qualified healthcare profession@lOTE: Eligibility is based on Public Law 104-262.

b. Criteria for Issuance. Candidates must demonstrate the ability to utilize the equipment
for the stated needs and/or goals as set forth by the BRC of jurisdiction. ThHengsite
issuance will follow the same evaluation and training practices used by RimabRtation
Specialists at the BRC of jurisdiction and will include written justifaraf need, training
provided, and the capability of the veteran to utilize the equipment.

c. Recommending Authority. All clinically based blind rehabilitation personnel (BRC staff,
BROS, and VIST Coordinators) have the authority to recommend prosthetic equipment for
eligible blinded veterans.

(1) BROS. The BROS has responsibility for recommending the initial issuance of equipment
(to the extent to which they have been formally trained to assess and provide spoteatjuor
veterans participating in the BROS program.

(2) BRC. When the veteran is admitted to the BRC Program, the BRC assumes
responsibility for recommending prosthetic equipment until the veteran is @jedifaom the
BRC.

(a) If post-BRC training is needed to meet the issuance criter@ygprosthetic device
recommended by the BRC, the recommendation for issuance will require woitteurience
from the BROS.

(b) If a new electroniprosthetic aid (e.g., CCTV, Optical Character Recognition (OCR),
night vision device, etci¥ introduced by the BROS during post-BRC training, the
recommendation for issuance will require written concurrence from the BRC.

(3) Licensed Eye Care Practitioner. The initial issuance of optical low-vision aids requires
written concurrence from a licensed eye care practitioner and should adheretiowiadg
procedure:

(&) The veteran is seen by an eye care specialist for ocular heatimation.
(b) The eye care specialist recommends low vision training for near, attieva antbr
distant vision tasks. If the eye care specialist is knowledgeable in low \ise

recommendation may include a range of devices to be tested for various tasks.

(c) The BROS provides training and shares functional findings with the eyspecialist.
NOTE: The BROS assessment may include recommendations for specific sensory aid issuance.
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(d) The BROS and the eye care specialist concur on which sensory aids twileleéshe
veteran’s needs. Concurrence will be in writing after which a recommendait issuance will
be sent to Prosthetics.

NOTE: If an optical low-vision device is being recommended as a part of pre-BRC training, the
BROS should consult with the BRC that the veteran will be attending for continuity of care.

d. Requests for The Purchase of Special or Experimental Aids, Devices, orlpment in
Excess of $1,000.00

(1) Requests for the purchase of special or experimental aids, devices, or atjuipreess
of $1,000.00, will require approval from either of the following, whichever is most appeopriat
for the local facility:

(&) VA medical center’'s Major Medical Committee.
(b) Visual Impairment Services Team.

(c) An ad hoc committee comprised of the BROS, VIST Coordinator, Chief of Rrosthe
and a designated licensed eye care practitioner.

(2) The request should include written justification describing why the vetemamable to
attend the BRC and may include a written recommendation from the BRC of juoisdcti
support issuance.

e. VIST Coordinator. For veterans not participating in a BROS or BRC Program, the VIST
Coordinator has the responsibility for recommending the issuance of replageosthetic
equipment. The VIST Coordinator may also recommend the initial issuance ofidasio
appliances, which are routinely used in activities of daily living and for whialuation and/or
training by a blind rehabilitation specialist may not be required. Basis itgrtude but are not
limited to: watches, clocks, timers; signature and writing guides; liguigl indicators, etc.

f. Issuing Facility. Devices recommended by the BRC during inpatient training will be
issued by the Prosthetic Activity at the VA facility housing the BRIQTE: This also applies
to those veterans who started training on a device at the BRC, but completed their training under
the tutelage of a BROS?rosthetic equipment initially recommended by the BROS during
outpatient training will be issued by the local Prosthetic Activity at thdagility providing
VIST services.

g. Loaner Equipment. During outpatient training, the BROS may loan equipment for a
temporary period of time as part of the training process to prepare a veterdmifgian to a
BRC program or for evaluation of functional ability.

h. Pre-BRC Issued Equipment. When prosthetic equipment is issued prior to a veteran’s
admission to a BRC program, the veteran should be encouraged to bring the equipment to the
BRC, if appropriate, e.g., low-vision devices. The BROS and/or VIST should provide the BRC
with a list of all pre-BRC issued equipment, e.g., copy of VA Form 10-2319, Record of
Prosthetic Services.

8
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NOTE: Non-VA agencies or professionals involved with the veteran’s rehabilitation plan may
occasionally be asked to participate in the assessment, training, and prescription of services
and/or devices.

10. REFERRAL PROCEDURES
a. BRC Referral. The BRC referral process proceeds as follows:

(1) Identification. The VIST Coordinator identifies the blinded veteran and schedules a
VIST Review. The VIST Review provides an evaluation that includes an eyeretamj
medical evaluation, hearing examination, benefit review, psychosocial interné\watent
education.

(2) Documentation and Case ManagementAs case manager, the VIST Coordinator
completes a VIST assessment, which describes the veteran’s functiormliteagoand
limitations. The assessment includes a patient history, current skill, legelss, adjustment to
blindness issues, veteran’s goals, and a plan for treatment. BRC applicaticlupgseee
completed by the VIST Coordinator for veterans needing or requesting comprel@ins|
rehabilitation and sent to the regional BRC Program. A copy of the applicatiort gacke
forwarded to the BROS.

(3) BRC Application Review. The BRC Program reviews the application and decides
within 10 working days whether to accept or deny for admisdNOTE: The BRC may request
additional information before making a final determinatiddenials or requests for additional
information are to be communicated directly to the VIST Coordinator, who then has 120 days
submit the needed information.

(4) BRC Admissions Waiting List. Applications that are accepted for admission
will be added to the BRC Admissions Waiting List. Notification of such action isnzontated
by the BRC to both the VIST and the BROS. Applications that are pending receipiitairal
information are placed on the waiting list. Veterans served by a BROSRragh only be
given a BRC admission date after consultation with BROS. Any change in thesiadinaiate is
communicated to the BROS.

(5) BROS Opens Case.The BROS opens new cases after a written referral has been
received from the VIST Coordinator. The VIST Coordinator provides the BROS waibhyaot
the VIST assessment.

(6) BROS Assessments

(@) The BROS conducts a standardized assessment, which has been mutualhedevith
the BRC of jurisdiction, and is based on the nationally designed model. Administratien of t
standardized assessment is coordinated with the BRC and administered astblo&RC
admission date as possible. This assessment includes evaluations in VissiaD8Ekititation
and Mobility, Living Skills, Manual Skills, and (when indicated) Computer Acaessder to:
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1. Identify goals and determine needs.
2. Evaluate the veteran’s ability to learn and retain information.
3. Address the veteran'’s readiness for BRC training.

(b) A preliminary assessment may be conducted by the BROS immedid¢elreceiving a
referral from the VIST Coordinator in order to assess a veteran’s swtédmiliraining and
determine the type of training to be provided (e.g., BRC or local). This ass¢ssayebe used
to identify any safety issues and address the veteran’s immediate needs. Ssessment is to
be included in the BRC application packet assembled by the VIST Coordih&ddiE: See
BROS Preferred Practice Patterns for clinical process.

(7) BROS Individualized Treatment Plan. The BROS develops an individualized
treatment plan for each veteran with blind rehabilitation potential. Theneaaplan will
include veteran and/or family goals, as well as achievable and measwi@olmes. The BROS
consults with the VIST Coordinator regarding training needs identified in the éI8iral. The
treatment plan consists of findings from the assessments and recommends afcattren that
maximizes VA resources to best meet the needs and capabilities of the bliretad.v&¥hen
indicated, the treatment plan includes the reasons for obviating admission to thatnpatie
program. For those veterans who will be attending the BRC for comprehensive ri&iaing
treatment plan requires concurrence from the BRC. Recommendations for preaBR(@Q and
a description of any post-BRC training that can be provided is to be included in the plan.

(8) Obviating the Need for Admission. Veterans who have their training needs met locally
but would have attended a BRC if a BROS was not available to provide assessmenhiaggl tr
are considered obviated cases. An obviation is based upon veteran input and clinical observati
by the BROS during the assessment and training process. The BROSsowitbuhe VIST
Coordinator regarding these findings. BRC management must concur that tha'seteeds
should be met via local training. The case will be considered formally obviatedtihBROS
provides the BRC program and the VIST Coordinator a final summary of treatM@me:
See BROS Preferred Practice Patterns for clinical process.

(9) Pre-BRC Training. The BROS conducts appropriate pre-BRC training in consultation
with the BRC management team and documents services provided. This trainiggtestto
address a veteran’s urgent needs and to reduce the length of stay in the BRC. program
Instruction should concentrate on basic skills. If safety issues arisednatradvanced
training, the BROS should contact the BRC to arrange a priority admission. The BiR
provide the BRC with up-to-date assessment and training reports prior to ttean\seter
admission.NOTE: See BROS Preferred Practice patterns for clinical process.

(10) Admission to BRC. In consultation with the BROS, a mutually agreeable admission
date is established by the BRC program. The date should maximize the potentabintipa
BROS Program to shorten the length of stay and still meet the needs of the blinceal Viete-
BRC training should be completed within 10 working days of admission. Training informat
is submitted to the BRC at least 1 working day before the veteran’s animtisde.

10
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(11) BRC Training. The BRC creates an individualized training program that addresses the
veteran's specific situation by using veteran input plus BROS ass#ssind recommendations.
Should BRC staff members feel a need to repeat any assessments or pravimgsly
completed by the BROS, they must first consult the BROS.

(12) BRC Patient Staffing. A patient staffing will be conducted in order to review the initial
treatment plan, discuss any goal changes, and begin discharge planning. Baitrihg VIST
Coordinator and the BROS need to participate in the patient staffing.

(13) BRC Discharge Planning. Prior to the discharge date, the BRC treatment team
coordinates the discharge date and any necessary follow-up training witR@t B

(14) Post-BRC Training and Follow-up. The BROS is to be involved in the veteran’s
discharge planning to ensure that post-BRC training can effectively adelcessmendations
for follow-up and can commence within 10 days of discharge from the BRC. BRC fina
summaries are to include recommendations for follow-up that take into consulénatBROS
areas of expertise. Summaries will be sent to the BROS no later than 3-worlsraftda
discharge. The BROS will then provide post-BRC discharge follow-up and taasitiaining
in the veteran’s home area or most appropriate environment. It is anticipatedstiBRC
training will normally be completed within 30 days of discharge from the BROTE: See
BROS Preferred Practice Patterns for clinical process.

(15) BROS Closes CaseBased upon clinical observation and veteran input, a determination
is made by the BROS that the veteran has reached maximum potential. TBenBiR(@s the
veteran of this finding and closes the case after writing a final summaryfinehsummary
describes the treatment provided and includes the number of assessment agchivansi
devoted to pre-BRC and post-BRC blind rehabilitation. The final summary is enterédd
veteran’s medical record and a copy is sent to the BRC and the VIST CoordM@DE: This
also applies to obviated caseB.a veteran desires additional blind rehabilitation in the future,
contact must be established with the VIST Coordinator to repeat the assessitesnhang
process.

b. Local Training Referral. The process for referral to local training is as follows:

(1) Identification. The VIST Coordinator identifies the blinded veteran and provides an
evaluation that includes an eye examination, medical evaluation, psychosooia\wtnd
patient education.

(2) Documentation and Case ManagementAs case manager, the VIST Coordinator
completes a VIST assessment, which describes the veteran’s functiomslitcagoand
limitations. The assessment includes a patient history, current skill, legelss, adjustment to
blindness issues, veteran’s goals, and a plan for treatment. Veteran’s who aresiuared
candidates for the comprehensive BRC Program, but who have limited blind rehaibihiteds,
may be referred by the VIST Coordinator to the BROS for local training.

11
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(3) BROS Opens Case.The BROS opens a new case after a referral has been received from
the VIST Coordinator. The VIST Coordinator provides the BROS with a copy of the VIST
assessment.

(4) BROS Assessment.The BROS assesses the veteran’s capabilities and needs. A copy of
the completed assessment is shared with the VIST Coordinator. The BROSrietehaitype
of training to be provided based upon the BROS assessment along with input from e veter
and VIST Coordinator (and Licensed Eye Care Practitioner if optical aidscinded as part of
the training).

(5) BROS Individualized Treatment Plan. The BROS instructor develops an
individualized treatment plan for each veteran with blind rehabilitation potentialtr8dtenent
plan will embody the veteran’s input. The BROS consults with the VIST Coordiegtanding
training needs identified in the VIST referral. The treatment plan vadrtdindings from the
assessments and recommend a course of action that maximizes VA resourdes ¢etie
needs and capabilities of the blinded veteran. Each individualized training plan inctetas
and/or family goals, as well as achievable and measurable outcomes. dnoltiizplan is a
description of the BROS training to be provided along with recommendations for anydon-V
training.

(6) Rehabilitation Training. The BROS provides instruction and training in their areas of
expertise. The BROS will analyze and assess the quality of community iatiltation
services for possible referral arrangements in skill areas outsideradtpertise. The BROS
will identify and assess veterans for the appropriateness of referring-i¥nblind
rehabilitation providers; monitor the treatment process; and participatasions of the
treatment plan and goals as determined by the performance of the veteran.

(7) BROS Closes CaseBased upon clinical observation and veteran input, a determination
is made by the BROS that the veteran has reached maximum potential. TBenB&(@s the
veteran of this finding and closes the case after writing a final summaryfinehsummary is
entered into the veteran’s medical record and a copy is sent to the VIST Cimordiha
veteran desires additional blind rehabilitation in the future, contact mustatsiskseed with the
VIST Coordinator to repeat the assessment and training process.

11. ASSESSMENT AND TRAINING SCHEDULE

The BROS is responsible for establishing a daily work schedule that besttheereeds of
the blinded veterans on their active caseload as well as the BRC with whichottkeysimce
BROS assessments and training take place in a variety of environmenteithdesteeds to
demonstrate an effective utilization of time while accounting for adedtaatel time needed to
reach various home locations. It is anticipated that the daily schedule wiff@ar one day to
the next in order to have the greatest possible impact on meeting the needsiny asterans
as possible.

12. WORK ENVIRONMENT, EQUIPMENT, AND SUPPLIES

a. The work environment for the BROS encompasses a wide range of areasygncludi
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(1) VA facilities,

(2) Employment sites,

(3) School campuses,

(4) Residential areas,

(5) Downtown and urban environments,
(6) Rural areas,

(7) Shopping centers, and

(8) Indoor malls.

b. In order to provide services in a cost-effective manner, each BROS neguistaadfice
and clinical space within the VA facility to conduct assessments and provitadrt blinded
veterans. The assigned space should be located in an area of the VA fatiktygdmaenient to
the blinded veteran. Facilities are responsible for providing appropriate sfface to enable
the BROS to perform their assigned dutiBOTE: It is recommended that a minimum of 300
square feet of office space be provided.

c. Since one of the primary objectives of the BROS Program is to provide a smositiotra
into the home area, the BROS will need ongoing access to a government vehichkeehildhes
will be used to travel to and from the veteran’s home environment as well as otsawiénga
the community.

d. BROS programs are to be provided with start-up funding to purchase training equipment,
office equipment, and supplies. Funding for the purpose of replenishing supplies, &asing
government vehicle, and arranging for local non-VA contract servicesc@tsary and
available) is determined by local facility management. Each BROS nuedbdeand submit an
annual operating budget, which displays a cost-effective use of departmeiat@ssNOTE:

The BROS should be provided with patient care funds if extended training of veterans away from
the facility is indicated.

13. DOCUMENTATION AND WORKLOAD REPORTING

a. The documentation of patient assessment and treatment is accomplishedtzMHA
Blind Rehabilitation and local VA facility policy. Documentation of workload, client
demographics, costs, and other administrative activities required by the foéatility are to
be recorded.

b. A semi-annual workload report will be generated by each BROS at the end abiing se
and fourth quarter of each fiscal year (March 31 and September 30). This report will be
transmitted to the Blind Rehabilitation Service at VHA Headquarters, vatipya forwarded to
the BRC of jurisdiction.
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14. PROFESSIONAL TRAINING

a. A key component of the BROS Program is the placement of multi-skilled blind
rehabilitation specialists at local VA facilities. These instructbosisl be knowledgeable in all
components of the inpatient Blind Rehabilitation Program (Orientation and Mohilitgg
Skills, Visual Skills, Manual Skills, and Computer Access Training) in oaprdperly conduct
assessments, provide local training, and have the greatest impact on redulengtthef stay
in the BRC program.

b. Each BROS needs to have advanced technical knowledge and competencies at the
journeyman level in at least two of the following skill areas: Orientation andlitohiving
Skills; Visual Skills; and Manual Skills. In order to develop these competeaardional
cross-training curriculum is being developed to serve as a guideline fongine training
needs of a BROS based upon the BROS’s educational background and professional experienc
in the field of blind rehabilitation. Personnel new to the BROS Program need to cotiislete
course of study prior to beginning their BROS assignment in order to enhanakilleir
develop a trusting relationship with their assigned BRC, and gain a bettestanderg of VHA
and its’ Blind Rehabilitation Program. The cross-training curriculum instude

(1) Training at the regional BRC Program that serves the VA fagiligre the BROS
program is located.

(2) Assessment and skill area instruction in disciplines for which the BRSD8ator is not
already proficient.

(3) Training on the organizational structure, policy and procedure of the VA ahéiétta
facilities.

(4) Activities that encourage teamwork and facilitate communicatioreleetthe BROS
instructor and BRC staff.

(5) A mini-residency program (3 to 5 days) at an active BROS Program.

(6) An orientation to the duties and responsibilities of the VIST Coordinator.

c. Blind Rehabilitation Service, VHA Headquarters, will conduct periodic educatid
training programs designed to keep the BROS up-to-date on the latest developrifenfiid.
A BROS is expected to keep abreast of new information, techniques, and any treatment
equipment that might impact the prograMOTE: Reading professional journals and attending
professional conferences or workshops are some methods that can be used to accomplish this
requirement.

d. A BROS should participate in periodic intra-VA details to the regional BRCseThe
training experiences provide opportunities for participants to:

(1) Develop and enhance clinical skills;
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(2) Acquire updated technological information;

(3) Understand new curriculum approaches and teaching techniques;

(4) Coordinate procedures through a blind rehabilitation continuum of care model;
(5) Network with new BRC staff; and

(6) Improve the quality of consumer services

NOTE: When indicated, VIST Coordinators should be included in the educational program.
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DEFINITIONS

1. Activities of Daily Living (ADL). The instructional arethat addressetke daily tasks that
are necessary to get along in life. It encompasses a broad rangeitésatcluding personal
hygiene, preparing a meal, managing household chores, etc.

2. Assessment (Preliminary).An assessment conducted prior to the Visual Impairment
Services Team (VIST) Coordinator making a referral to a Blind Rehaibitit€enter (BRC). It
is used to determine any immediate needs and address any safety idsegis ithe process of
evaluating the veteran’s ability to learn and retain information in additiatetdifying goals.

3. Assessment (Standard)An assessment, which has been mutually developed by the Blind
Rehabilitation Outpatient Specialist (BROS) and the BRC of jurisdiction basée oationally
designed model. Itincludes evaluations in Orientation and Mobility, LivingsSkilhnual

Skills, Visual Skills, and (when indicated) Computer Access. The assgssane used to

determine the veteran’s current skill level relating to safety andesf@ly in performing tasks

while also addressing the veteran’s readiness for BRC traibN@J.E: These assessments

should be coordinated with the BRC and administered as close to the projected BRC admission
date as possible.

4. Assistive Technology.Devices used to improve an individual’s functional capabilities (e.g.,
speech and communication technology, travel aids, low vision aids, hearing aids, etc.).

5. Blind Rehabilitation Center (BRC). A residential inpatient program that provides
comprehensive adjustment to blindness training and serves as a resourcelimartarea
usuallycomprised of multiple Veterans Integrated Service Networks (VISN’s)

6. Blind Rehabilitation Outpatient Specialist (BROS). A multi-skilled and experienced blind
rehabilitation instructor who has advanced technical knowledge and competeratiesast two
of the following disciplines at the journeyman level: orientation and mobilityidigkills;
manual skills; and visual skills. The BROS has been cross-trained to acquire breadly ba
knowledge in each of these BRC disciplines plus computer access training.

7. Blind Rehabilitation Specialist (Instructor). The Department of Veterans Affairs (VA)
position title that refers to the BROS as well as the BRC staff whosagdas, and instruct in
one of the BRC disciplines. It designates an instructor with a BachBlegiee (or higher) in
one or more of the specialized areas of working with the blind; or a professional, whssgsss
a Bachelor’'s Degree (or higher) in an allied health profession who has ahsexjpeone or
more of the specialized areas of working with the blind.

8. Blind Rehabilitation Specialist (Services).The VA position title, which designates a VIST
Coordinator.

9. Communication Skills. The instructional area that teaches the use of adaptive skills and
assistive technology for accomplishing tasks such as reading, writingg,t¥fipiencial
management, storing and retrieving information, etc.
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10. Community Integration. Adjustmentactivitiesthathelp a person gain the attitudes and
skills needed to restore involvement in the family and community. This includes not is
limited to, participation in social and recreational activities in the commgphiysical exercise,
hobbies, integration into work and school settings, social adequacy within the &mily,

11. Computer Access Training.The instructional area that teaches the skills necessary to use
specialized display equipment in order to operate computers. This includes rgahmtbility

of the person served to use large print, synthetic speech, and/or braille acaessidednder to
perform word processing functions and other computer related activities.

12. Continuum of Care. Refers to blind rehabilitation training that extends actloseteran’s
home environment, local VA facility, and regionally based inpatient training gmagr

13. Cross-Training. Training that extends beyond one’s formal training and is intended to
maximize the instructor’'s area of expertise by combining specifiaicigin from other closely
related disciplines. The training is provided by instructors with verifiablgpetencies in the
BRC program disciplines of Living Skills, Orientation and Mobility, Manual SkMisual
Skills, and Computer Access.

14. Health Care Professional.For this handbook, the term “health care professional,” refers to
a licensed eye care practitioner, physician, or Blind Rehabilitation 3pediastructor).

15. Instruction (Basic). Introductory training that addresses skills utilized by visually inegair
individuals in order to manage everyday life tasks. These may include, but areiteot tom
pre-cane skills such as sighted guide and independent protective techniqueseselthniques
such as eating skills and personal grooming; health management suchiag fabdicines;
ADL’s such as telling time, dialing a telephone and identifying money; usinggatikioks; etc.

16. Instruction (Advanced). Skill training that takes place by a sequencing of lessons which
are designed to integrate and expand upon techniques taught during basic skilianstruc
order to perform more complex tasks. Examples include, but are not limited to: buaseees
travel, such as crossing streets with traffic lights and using publiptdaton; communication
skills, such as typing and using reading machines; adaptive kitchen skills, siathmaeal
preparation; computer access training, etc.

17. Legal Blindness.Legal blindnesgxists when a person’s best corrected central visual acuity
in the better eye is less than or equal to 20/200, or if the central visual acuityagetha better

than 20/200, but the visual field dimension is less than or equal to 20 degrees at the widest
diameter.

18. Major Medical Equipment Committee. A committee comprised of medical, allied health,
therapy, and engineering personnel who are knowledgeable about prosthetic equipment and
rehabilitation. It is responsible for reviewing requests for major presthgipment which cost
over $1,000, or items of questionable need, prescribed by staff or fee-basisaplsytsi@nsure
that the requested items are necessary for the treatment and/or egfabiit the veteran.

19. Manual Skills. The instructional arehat is designed to assess and enhance skills in all
aspects of sensory awareness with an emphasis on adaptive and safety tecBRifjussning
focuses on organization, tactual awareness, spatial awareness, visual skillsysequencing,
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problem solving, and confidence building. Activities range from basic taskshesmgtools to
advanced tasks using power tools and woodworking machinery.

20. Obviation. Designates a procedure whereby a veteran is referred to a BRC program by the
VIST Coordinator and placed on the BRC waiting list. The BROS proceeds to corhplete t
standard BRC assessments during which time the person being served ie detadristrate
physical and/or cognitive contraindications for participation in the comprieledBRC program

or the veteran is noted to have limited needs which may be met via local traininBRDI$
subsequently provides local training in consultation with the BRC that satlsiegteran’s

needs. As such, obviated cases refer to veterans who would have attended the BRC Had a BRO
not been available to provide assessment and training. A veteran is consideredetguler a r

“local training” case for reporting purposes when the VIST Coordinatosstathe treatment

plan that the veteran is not regarded as a BRC candidate, but has limited blindag&babil

needs that could be met on an outpatient basis.

21. Ocular Health Examination. An examination conducted by a licensed eye care
practitioner that identifies the level of, and reasons for, a person’s visualnmepdir The
examination includes a refraction to establish best corrected centralaagsitas (not using
eccentric viewing). It includes a thorough assessment of the visual systeocular health to
establish the diagnosis primarily responsible for the impairment and to emsua#l bcular and
visual disorders are being appropriately managed. The examination providesribed eye
care practitioner with information essential to conducting and/or direatidional assessments
and management strategies centered on the delivery of optimal visual iengaiemabilitative
services.

22. Optical Low-Vision Device. Any device that alters the image focus, size (magnification),
contrast, brightness, color, or directionality of an object through the use of Ensther
technology. Such devices include, but are not limited to: eyeglasses (with or wiithout
microscopic spectacles, hand held magnifiers, stand magnifiers, telegocupecular or
binocular), headborne lenses, minifiers, prisms, and closed circuit television¥\CCT

23. Orientation and Mobility (O&M). The instructional area that addresesuse of the
remaining senses in combination with skill training utilizing protective tectas and assistive
devices in order to independently travel in a safe, efficient, and confident maah familiar
and unfamiliar environments.

24. Preferred Practice Patterns.Statements developed as a guideline for blind rehabilitation
specialists which specify procedures, clinical indications for performmg@ntticedure, clinical
processes, setting, equipment specifications, documentation aspects, anebtexjtecimes.

25. Prosthetic Activity. Includes any Prosthetic Treatment Center, Prosthetic and Sensory Aid
Service, (PSAS), or section established in a VA facility that is chargedheitie$ponsibility for
the Prosthetic Program at that facility.

26. Prosthetics.A broad term used to identify the total concept of the fields of prosthetics,
orthotics, sensory aids, aids for the blind, medical equipment, medical supplies, comspmment
repairs.
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27. Sensory Aids.ltems and devices which are designed to compensate for deficiencies in
sense organs (e.g., low vision aids, hearing aids, speech and communication ai@sdpng c
etc.).

28. Special and/or Experimental Appliancesincludes any orthopedic, therapeutic or
rehabilitative device, or item of medical equipment costing in excess of $1,000 w/high i
covered by VA contract or available from VA supply depots. It refers to nésvigloped or
unusual items which, regardless of cost, have not been previously issued by theahealth ¢
facility and which may require BRC review, clinical evaluation, or testing

29. Veteran’'s Health Administration (VHA). One of three agencies comprising the
Department of Veterans Affairs that has as its’ primary mission thaspon of healthcare to
America’s veterans.

30. Visual Impairment Services Team (VIST).A team comprised of health care and allied
health care professionals charged with the responsibility for deterntirer@pmprehensive
services required by a visually impaired veteran. Representativesmohaye, but are not
limited to: ophthalmology, optometry, medicine, audiology and speech pathology, pessthet
social work, nursing, administration, vocational rehabilitation, adjudication anénster
benefits. NOTE: The VIST may include a representative from the local Blinded Veterans
Association as well as a representative from a local agency for the blind.

31. Visual Impairment Services Team (VIST) Coordinator. The VIST Coordinator is a case
manager who has major responsibility for the coordination of all servicestallyiimpaired
veterans and their families. Duties include providing and/or arranging for theiprowf
appropriate treatment modalities (e.g., referrals to BRCs and/or BR@8)er to enhance a
blinded veteran’s functioning level. Other duties include identifying news cdddindness,
providing professional counseling, resolving problems, meeting specific obgeestablished
by the VIST, arranging VIST Reviews, and conducting educational progedatiag to VIST
and blindness.

32. VIST Review. A formal process that includes a physical examination, eye exam, and VIST
Coordinator interview during which needs of the veteran are identified and thenvistadvised

of the full range of services and/or benefits for which the veteran is eligible VIST

assessment includes patient history, current skill levels, adjustment to bdiraahaesurrent

needs. It results in a description of the veteran’s functional capabilitiesvatatibns. This

results in the formulation of a treatment plan which includes recommendations fonextded
exams, services, and follow-up as indicated.

33. Visual Skills. The instructional arethat addressebe needs of persons with partial vision,
to gain a better understanding of their eye problems through patient educationchad team
how to effectively utilize their remaining vision through the use of low-vision tgalesi It
includes assessment and training with special optical aids and devices desigeed the
various needs of the person served. These needs may include reading, actolilgdieing,
orientation and mobility, home repairs, etc.
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SAMPLE FORMAT FOR THE BLIND REHABILITATION OUTPATIENT
SPECIALIST (BROS) SEMI-ANNUAL REPORT

BROS Semi-Annual Report

[VA Facility]
[Reporting Dates]

1. CASELOAD

a. Total number of veterans served.

b. Cases opened (i.e., started).

c. Veterans obviated the need for a Blind Rehabilitation Center (BRCRrogr
d. Veterans admitted to a BRC Program.

e. Veterans discharged from a BRC Program.

f. Pre-BRC training.

g. Post-BRC training

h. Non-BRC (i.e., local) Training.

i. Cases completed (i.e., closed).

2. HOURS OF EVALUATION AND INSTRUCTION IN EACH SKILL AREA

Pre-BRC Post-BRC Local
Assessment and training Assessment and training
a. Orientation and Mobility.
b. Living Skills.
c. Low Vision.
d. Manual Skills.
e.

Computer and/or Electronic Reader Skills.
f. Community Integration.

3. BROS ENCOUNTERS

Number of Number of Number of
Pre-BRC Post-BRC Local

a. Home Area.

b. VA Facility.

c. Phone.

4. TIMELINESS

a. Average Wait in Days for Pre-BRC Services.
b. Average Length of Stay in Days at a BRC Program.
c. Average Wait in Days for BROS Follow-up Services.
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5. DEMOGRAPHIC DATA

a. Pathology Number of Veterans

(1) Cataract

(2) Choroid Retinal

(3) Diabetic Retinopathy
(4) Glaucoma

(5) Macular Disease

(6) Retinal Detachment
(7) Optic Atrophy

(8) Optic Nerve

(9) Trauma

(10) Other

b. Major Activity

(1) Employed for Pay
(2) School

(3) Volunteer Work
(4) Retired

(5) Too Il or Disabled
(6) Not Well-defined

c. Eligibility

(1) Priority Level One
(2) Priority Level Two
(3) Priority Level Three
(4) Priority Level Four
(5) Priority Level Five
(6) Priority Level Six
(7) Priority Level Seven

d. Age

(1) 20 - 29
(2) 30 - 39
(3) 40 - 49
(4) 50 - 59
(5) 60 - 69
(6) 70 - 79
(7) 80 - 89
(8) 90 - 99
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